Over the past several decades, surgical volume status has become an established surrogate for complex cancer care quality. Both short-and long-term outcomes have been associated with hospital type (e.g. teaching status, Commission on Cancer designation) and case volume for a wide variety of cancers. [1] [2] [3] The volume-outcome relationship has further been linked to more complex issues such as patient selection, guideline-recommended treatment, surgical technical quality, and case complexity. 4, 5 One of the primary challenges in interpreting this data is defining what specific aspects of care are the primary drivers of improved outcomes. For example, one 'spillover' association of the surgical volume-outcome relationship includes higher-volume specialists (e.g. medical and radiation oncologists) who are essential to the provision of high-quality cancer care. Because it is not feasible to funnel all complex cancer patients to high-volume centers, discerning which aspects of caretruly leads to improved outcomes at high-performing institutions is paramount to identifying modifiable factors that would be actionable for lower-performing hospitals. It is also important to emphasize that not all high-and low-volume centers are created equal. There are both high and low performers in each group. 5 Among the most well-described, disease-modifying parameters in rectal cancer is the appropriate utilization of neoadjuvant chemoradiotherapy. 6 In a subset of patients, neoadjuvant therapy can result in pathologic complete response (pCR), which is associated with reduced recurrence and improved overall survival. 7 In this issue of Annals of Surgical Oncology, Lorimer et al. sought to identify predictors of pCR following neoadjuvant therapy through using the National Cancer Database. 8 Their results demonstrated a consistent correlation between hospital surgical volume and improved pCR rates. While univariate analysis demonstrated several other patient-and tumorrelated factors associated with pCR, notably grade and T and N stage, the relationship between surgical volume and pCR was maintained on multivariable analysis. This is an interesting finding that could potentially explain an aspect of rectal cancer management underlying the volume-outcome relationship. Lorimer et al. accurately concluded that it remains difficult to determine what actionable drivers might lead to the observed difference in pCR. They postulate several mechanisms, including an optimal timing between treatment and surgery and improved adherence to guideline recommendations at high-volume centers. These results certainly deserve further investigation.
The continued study of factors associated with realworld surgical quality would not be possible without cancer registries such as the Surveillance, Epidemiology and End Results (SEER) program and the National Cancer Database (NCDB). 9 The NCDB captures more than 70% of cancer cases nationally, making it an ideal database for defining treatment trends, particularly the use of multimodality cancer care in the US. 10, 11 Moreover, the NCDB has allowed researchers the unique ability to investigate more nuanced questions, such as factors related to pCR.
However, cancer registries have several limitations that should be considered and were underscored by this study. 12 The NCDB still lacks important surgical and oncologic data, such as recurrence, detailed tumor characteristics (e.g. distance from the anal verge), and specific chemotherapy regimens. More precise clinical indicators that guide treatment and influence outcomes, such as gene mutation status and detailed molecular analyses, are also generally not included in these databases.
Studies from the NCDB, such as the Lorimer et al. report, further underscore what must continue to be a focus of oncologic health services research: to automate the union of granular electronic health records with cancer registry data. This goal will become more attainable as hospitals continue to uniformly adopt electronic health record mandates. Full integration will allow for reanalysis of older data while incorporating important clinical variables as well as new diagnostic and therapeutic advancements in the field. This will give researchers the ability to perform 'deep dives' to investigate real world mechanisms underlying differences in patient selection, treatments and outcomes.
There is enormous potential in large datasets such as the NCDB. With more granular data and harnessing the full potential of the electronic medical record, additional improvements in the measurement of cancer care quality are most certainly on the horizon. In the meantime, it is important to recognize and commend the work of Lorimer et al. as we work towards identifying the true drivers of high-quality cancer care.
